Background: The use of Computer Assisted Surgery (CAS) for knee replacements is intended to improve the alignment of knee prostheses in order to reduce the number of revision operations. Is the cost effectiveness of computer assisted surgery influenced by patient volume and age? Methods: By employing a Markov model, we analysed the cost effectiveness of computer assisted surgery versus conventional arthroplasty with respect to implant survival and operation volume in two theoretical Norwegian age cohorts. We obtained mortality and hospital cost data over a 20-year period from Norwegian registers. We presumed that the cost of an intervention would need to be below NOK 500,000 per QALY (Quality Adjusted Life Year) gained, to be considered cost effective. Results: The added cost of computer assisted surgery, provided this has no impact on implant survival, is NOK 1037 and NOK 1414 respectively for 60 and 75-year-olds per quality-adjusted life year at a volume of 25 prostheses per year, and NOK 128 and NOK 175 respectively at a volume of 250 prostheses per year. Sensitivity analyses showed that the 10-year implant survival in cohort 1 needs to rise from 89.8% to 90.6% at 25 prostheses per year, and from 89.8 to 89.9% at 250 prostheses per year for computer assisted surgery to be considered cost effective. In cohort 2, the required improvement is a rise from 95.1% to 95.4% at 25 prostheses per year, and from 95.10% to 95.14% at 250 prostheses per year.
Background
Total knee replacement is considered a cost effective surgical procedure of considerable benefit to the patient. Patients experience a markedly improved quality of life after this type of intervention [1] . On the other hand, there is a risk that aseptic loosening, malalignment and instability, patellar pain or infection, may lead to poorer functionality and quality of life for the patient [2, 3] . Over the last decade computer assisted orthopaedic surgery has undergone development, and the use of this type of navigation system is becoming increasingly common ( Figure 1 ). In 2008, 19% of all primary knee replacements in Norway were computer assisted [4] . Better positioning of the prosthesis will in theory reduce the number of revisions [5, 6] .
A number of randomised studies have demonstrated better positioning of components when computer navigation has been used [7] . The follow-up time for these studies is short, and the results vary when it comes to improved functionality [8] . So far, no-one has been able to demonstrate that computer assisted surgery reduces the number of revision operations. Computer navigation equipment is expensive, and its use prolongs the operation time [7] . Hospitals have scarce resources at their disposal and consequently it is important that the cost effectiveness of new methods and new technology is evaluated, to ensure that every penny is spent on achieving optimal health effects. Within the field of knee replacement surgery good instrumentation is already in use, which is why we need to be extra critical whenever new methods are introduced. History has taught us that new technology and new methods are best introduced in stages, before the market is let loose. This approach provides an opportunity to discover weaknesses at an early stage, to prevent unnecessary harm to patients and the waste of public funds [9] . The Boneloc cement case (used to fix prostheses) which involved 20 Norwegian hospitals from 1991-1993, is but one example demonstrating the importance of thorough evaluation and testing [10] . In theory, computer assisted surgery should result in a better quality of life for the patient, measured in quality-adjusted life years, by reducing the probability of revisions. This model is supposed to guide health care providers in their investments and implementation of new technology. When considering an investment in CAS, it is important to have an idea of what impact this new technology is required to have on patient outcome, in order to achieve cost-efficiency for different age groups and hospital sizes (patient volumes). From the point of view of a healthcare enterprise, we wish to compare the cost per quality-adjusted life year gained by using computer navigation and conventional total knee arthroplasty (TKA) respectively. We also wish to discover how age, patient volume and revision probability influence the cost effectiveness.
Methods

Economic evaluation
The relative profitability of two alternative technologies, computer assisted and convensional surgery, is established using a cost effectiveness analysis. This type of comparison needs to consider possible changes to both benefits and costs. New technology may be cheaper or more expensive, and may have a better or worse impact compared to traditional technology. If computer assisted surgery proves to be cheaper and better, or poorer and more expensive, the solution is trivial, since one technology is dominant. The need for deliberation arises if both costs and benefits change in the same direction. This is normally presented in the form of an incremental cost-effectiveness ratio -ICER, i.e. an equation showing the change in cost relative to the change in effect for the two alternatives. This provides a cost per unit of benefit gained, which in turn may be compared to society's demand for useful employment of resources. In Norway, common practice uses a threshold value of NOK 500,000 for acceptable cost per qualityadjusted life year gained [11] . This does not mean that every intervention that scores below the threshold value should necessarily be accepted. It is also necessary to consider the intervention in relation to the resources available. Consequently, it is important to clarify the perspective of the analysis -patient, healthcare enterprise or society. Our analysis considers the benefits and costs from the point of view of a healthcare enterprise, while more indirect social costs, to relatives for instance, or the cost of absence from work, are excluded.
The measure of benefit is a quality-adjusted life year. This means that consideration is given not only to survival, but also to the quality of the patient's health, measured on a scale from 0 (dead) to 1 (in perfect health), and for how long this health state lasts. There are a number of methods for measuring quality of life. Based on hypothetical questions about what one is willing to sacrifice in order to go from a poor state of health to a perfect state of health, along a number of different dimensions of weakened health, it is possible to arrive at a utility value. The utility values used here have been calculated by means of EQ-5D, a standardised questionnaire (developed by the EuroQol Group) which includes the five dimensions of mobility, self-care, usual activities, pain/discomfort, and anxiety/depression. Each dimension has three levels -no problems, some problems, extreme problems. By establishing the number of years during which patients experience the different utility values, we arrive at quality-adjusted life years. In turn these can be summarised for a patient population, in order to find the total benefit levels (measure of benefit) to be compared against the costs.
A treatment outcome is often uncertain, and a number of possible states may be envisaged. This means that the costs and benefits included are uncertain values, and we need to take account of the different treatment outcomes by adjusting for this uncertainty. By using a Markov decision model we are able to draw up a useful and clear presentation of different outcomes and their associated probabilities.
Model
A Markov decision model is used to analyse various matters in a number of cycles (20 years in this model). In our model, a cycle equalled one year. We looked at the probability of certain occurences, such as revision and death, within each cycle. Since each occurence had an associated probability, this probability could be used to calculate the relevant costs and utility values within the same cycle (Figure 2 ).
Costs and utility values were allocated to each primary procedure and revision procedure. In this model, the patients went from one health state to another at an agespecific frequency and probability based on Norwegian data sources. The theoretical patient cohort accumulated costs and utility values over time. All costs and utility values accumulated over zero time were discounted at 4% per year [12] . The impact of alternative assumptions about the discount rate was tested using sensitivity analyses. Based on the Markov model, we deduced total costs and quality-adjusted life years to evaluate the cost effectiveness of conventional surgical techniques and computer assisted surgery. The model was constructed using a decision analysis software (TreeAge Pro 2009, Williamstown, MA).
The model was based on the following premise: 1) Patients who have their total knee prosthesis implanted by conventional surgery or by computer assisted surgery demonstrate the same post-operative utility value. 2) Mortality after the first year is the same as for other patients the same age who have not undergone this type of operation.
3) In this model, the patients will need only a single revision operation, and they have utility values allocated for the rest of their lives that match the value normally achieved following a single revision. The values of the various model parameters are given in Table 1 .
Cohorts
We have undertaken an analysis of two groups of patients: 60-year-olds and 75-year-olds.
Implant survival
Stipulations were made for implant survival and yearly probability of revision within the two cohorts based on data from the Norwegian Arthroplasty Register for patients over and under the age of 70 who had undergone surgery without computer assistance. For the younger cohort (60-year-olds) the implant survival and probability of revision in the model were set equal to the data for patients under the age of 70, whereas implant survival and probability of Figure 2 The Markov Model. The patient undergoes a total knee replacement operation, either by computer assisted surgery (CAS) or conventional total knee arthroplasty (TKA). If the patient survives the operation, he remains in perfect health until he dies of other causes, or needs a revision. The model comprises 20 yearly cycles until all patients have reached the health state of "dead". In each cycle, the patients can either retain the same health state or go to a different health state. The benefits of each surgical method are measured in quality-adjusted life years (QALYs) for each cycle and are summarised after 20 cycles.
revision for the older cohort (75-year-olds) were set equal to the data for patients over 70 years of age (Table D in Additional file 1). For years 1 to 11 we used register data to find the yearly probability of revision by means of the Kaplan-Meier method. For years 12 to 20 we estimated the probability of revision to match the results reported by the Swedish knee arthroplasty register and large-scale cohort studies [13] [14] [15] [16] . We have used probability of revision (100% minus implant survival ) as a concept in the model, but since Norwegian practice traditionally gives implant survival (100-probability of revision), we calculate the corresponding 10-year implant survival by making an approximation that the probability of revision is the same from year to year (both values are given in Table A in the Additional file 1).
The Norwegian Arthroplasty Register was established in 1987 by the Norwegian Orthopaedic Association; it is publicly funded and is independent of the implant industry [17, 18] . The register started collecting data for conventional total knee arthroplasty (TKA) in 1994 [2] . Norwegian surgeons have reported 99% of primary knee prostheses and 97% of revisions [19] .
Probability of death
The probability of death within the first year, including perioperative death, was set to 0.63% for cohort 1 and 2.40% for cohort 2, based on linked data from the Norwegian Arthroplasty Register and the National Register for 60 and 75-year-olds. Probability of death after the first year, irrespective of knee replacement surgery, was set equal to the age-specific mortality in the population [20] ( Table B in Additional file 1). Studies have shown that the mortality rate is higher for knee replacement revision surgery than for primary knee replacement surgery [21] . The perioperative mortality was therefore set 50% higher for revisions within this model, to 0.95% and 3.60% respectively for cohorts 1 and 2.
Utility values
Patients who receive total knee replacement surgery are expected to enjoy the same quality of life on completion of the postoperative phase and rehabilitation period whether their surgery was conventional or computer assisted. The utility values that were used in the model were based on findings from earlier publications on arthroplasty surgery [22, 23] . The pre-operative value was set to 0.40, the postoperative value to 0.73 (the operation provides an improvement of 0.33). These values are similar to those found in the Swedish hip arthroplasty register, and match the values found for knee replacements [24] . The values are here based on EQ-5D, which is a commonly used instrument for measuring quality of life. Studies have shown that the results following revision replacement surgery is poorer than after primary replacements [3, 22] . The value following knee replacement revision surgery was therefore set to an initial value of 0.60.
Disutility value
The disutility value represents the disutility of the reduced quality of life experienced by the patient in (30) 0.73 (30) 0.6
Preoperative 0.4 (30) 0.4 (30) 0.73
Estimated/obtained parameter values
Mortality, 1st year after operation 0,63% 0,63%
Mortality, remaining lifetime Table B  Table B Additional file Additional file Cost (NOK) based on DRG 146.135 (28) 146.135 (28) 192.418 (28) Implant survival /probability of revision connection with a particular health state or clinical outcome [25] . In this model, disutility values represent the reduced quality of life a patient might experience in connection with the operation. The disutility value includes any reduced mobility, increased pain and potential complications that the patient may experience in the perioperative phase. The value is given at the time a patient is undergoing a procedure in the model. The disutility values of conventional knee replacement surgery, computer assisted knee replacement and the revision prosthesis operation, were entered into the model and contributed to a downward adjustment of qualityadjusted life years compared to the patient's total value of quality-adjusted life years. The disutility value of a total knee replacement was set to −0.1 on a discretionary basis and was only allocated to the first post-operative year (i.e. a utility value of 0.73-0.1=0.63 in the model's first cycle). Some have pointed out the risk of increased perioperative morbidity in connection with computer assisted knee replacement operations due to the risk of fracture and infection associated with the positioning of external fixation pins in bone, as well as a longer operation time. However, the incidence of these complications is so low that we allocated the same disutility value to computer navigation as to the conventional technique [26, 27] . Revisions, which involve a higher frequency of complications and a longer training period than primary knee replacements, were allocated a value of −0.2 quality-adjusted life years.
Costs
The added cost of computer navigation includes expenditure such as computer hardware and knee replacement software, instruments and maintenance contracts. This was estimated at NOK 1,082,500 per department per year. Disposable equipment (reflection balls) constituted an additional cost, set to NOK 200 per operation. The costs are based on prices obtained from Brainlab Scandinavia, which is a frequently used supplier of computer navigation equipment but supplies no prostheses. The annual cost was calculated based on a five-year usage period for the equipment; the additional cost per department per year was then calculated to NOK 216,500. The cost of disposable equipment was additional. The annual cost was divided by the number of patients operated on at the hospital, in order to find the added cost per operation. Frequent upgrades and new technology may be envisaged to drive the costs up. Consequently, we also looked at the outcome in a scenario where prices were increased by 100%, i.e. to NOK 433,000. The cost per operation, without the use of computer navigation, was based on DRG rate 209A (NOK 146,135) for primary prostheses and 209B (NOK 192,418) for revision prostheses in 2011, which gives the average total cost of these operations at Norwegian hospitals [28] . We expected the hospitalisation periods and staff requirements to be equal with computer navigation and the traditional method.
Analysis
The ICER ("incremental cost-effectiveness ratio") was found by dividing the difference between total accumulated costs (including the cost of future knee replacement revisions) by the difference in total quality-adjusted life years gained for each of the surgical methods. As in accordance with the guidance provided by the UK National Institute for Clinical Excellence (NICE), our calculations did not include loss of productivity [29] . In other words, our strategy was to find parameter values based on today's literature and data that would produce as true a picture as possible (Table 1) . Each cycle (each year) of the model was analysed with respect to accumulated costs and quality-adjusted life years. Finally, the total cost and total number of quality-adjusted life years were analysed for each of the surgical methods (computer navigation and conventional arthroplasty) when all patients included in the model had reached the health state of dead. We used sensitivity analyses to test the stability of the conclusions by varying the parameter values above a certain interval, to see what effect they had on the outcome (ICER). A two-way sensitivity analysis was used for the two age cohorts in order to investigate the relationship between patient volume, the probability of revision, and the cost effectiveness of computer assisted surgery in Norway (Table D in Additional file 1) .
Ethics
The Norwegian Arthroplasty Register has permission from the Norwegian Data Inspectorate to collect patient data, based on obtaining written consent from patients (last issued May 24, 2004 ; reference number 2003/58-3).
Results
In the course of 20 years (20 cycles in the Markov model) a 60-year-old is expected to gain 7.44 qualityadjusted life years, while a 75-year-old would gain 5.46 quality-adjusted life years. The cost of these qualityadjusted life years depends on the patient volume and whether any revision surgery is required. At the outset, we assumed that the probability of revision is identical for conventional atrhroplasty and computer assisted surgery. At a volume of 250 prostheses per year, the cost of conventional arthroplasty in 60-year-olds is NOK 340,606; with computer assisted surgery the cost is NOK 341,558. For 75-year-olds, the cost of conventional arthroplasty is NOK 335,994 while the cost of computer assisted surgery is NOK 336,946. For conventional arthroplasty, this amounts to a cost per quality-adjusted life year of NOK 45,762 for 60-year-olds; for computer assisted surgery, the corresponding figure is NOK 45,890, which is a difference of NOK 128. For 75-year-olds the cost per quality-adjusted life year undergoing conventional arthroplasty is NOK 61,537;
for computer assisted surgery, the corresponding figure is NOK 61,712, which is a difference of NOK 175 per quality-adjusted life year. If we make a similar calculation for a volume of 25 prostheses per year, we find that the added cost of computer navigation amounts to NOK 1,037 per quality-adjusted life year for 60-year -olds and NOK 1,414 for 75-year-olds. These values represent a base case before we take account of changes to the probability of revision following the introduction of the new method and how the result is impacted by increased costs. Figures 3a and b show that when the probabilities of revision are equal, the cost per quality-adjusted life year is higher for computer assisted knee replacement surgery than for conventional knee replacements, and there are no savings to be made. Should the probability of revision be improved, the number of quality-adjusted life years will increase and therefore reduce the cost per quality-adjusted life year. If the improvement is considerable, savings may be made. Given that the health care sector's maximum threshold value for acceptable added cost (ICER) is NOK 500,000 per quality-adjusted life year gained, we find in both cohorts that a small improvement of implant survival is required to get below the threshold. At low patient volumes and a low impact on the probability of revision, we will risk surpassing the threshold value (Tables C and D in Additional file 1) .
In order to get below the threshold of the sector's willingness to pay, the probability of revision will have to fall by at least 7.5% (of 10.2%) for cohort 1 at a volume of 25 knee replacements per year, and by at least 1% at a volume of 250 knee replacements per year. For cohort 2 the probability of revision needs to fall by at least 7% (of 4.9%) at a volume of 25 prostheses per year and by
Number of patients per year
Number of patients per year a b Figure 3 The results of the sensitivity analysis for patient volumes in a) cohort 1 (age 60) and b) cohort 2 (age 75). The blue crosshatched areas show when computer navigation is cost effective. The area between the threshold (black line) and the blue cross-hatched area shows when the cost of computer navigation does not exceed the healthcare sector's willingness to pay per QALY. CAS TKA Figure 4 The dark blue areas of the columns illustrate the improvement in 10-year Kaplan-Meier implant survival which is required for computer navigation not to exceed the healthcare sector's NOK 500,000 threshold. For example, the column to the far left (25/60 years of age) illustrates this for a hospital with a low patient volume (25 knee replacements per year) and a younger population (age 60).
at least 1% at a volume of 250 prostheses per year. If we convert this information, we find that the improvement needs to increase the 10-year implant survival in cohort 1 from 89.8% to 90.6% at a volume of 25 prostheses per year, and from 89.8 to 89.9% at 250 prostheses per year. In cohort 2 implant survival needs to improve from 95.1% to 95.4% at a volume of 25 prostheses per year and from 95.10% to 95.14% at a volume of 250 prostheses per year (Figure 4) . The probability of getting below the ICER threshold is virtually the same for the older cohort as for the younger cohort. Doubling the cost had little impact on the probability of getting below the threshold value of NOK 500,000 at high patient volumes. For low patient volumes, doubling the cost would require further improvement of implant survival (for cohort 1: from 90.6% to 91.1% and for cohort 2: from 95.4% to 95.7%), to get below the healthcare sector's threshold value of NOK 500,000 per qualityadjusted life year (Table C in A sensitivity analysis of variations between 1% and 10% to the discount rate showed no impact on the results.
Discussion
The model suggests that computer navigation may be an alternative to today's conventional total knee replacement, provided there is proven reduction in the probability of revision, and provided the price of navigation equipment does not rise. To date, no studies have documented that computer navigation causes such reduction. In order to get below the healthcare sector's threshold value for cost added per quality-adjusted life year gained, the probability of revision needs to be reduced by somewhere between 0.8% and 13.0%, depending on patient volume and the cost of the computer navigation equipment. It is clear that patient volume, not surprisingly, impacts significantly on the cost effectiveness of computer navigation. At high patient volumes the improvement required is less than at low patient volumes. Age appears not to influence the probability of getting below the threshold value to any great extent, but there is a minor trend indicating that the probability is greatest in the older cohort, particularly at low patient volumes.
The information provided by this analysis is valuable to hospitals and health politicians focusing on areas that provide as much health as possible for the money. Moreover, the model may be transferred to other highcost surgical procedures, particularly within areas covered by quality registers that are in a position to provide much valuable information. Ever-increasing healthcare costs make it increasingly important to evaluate the usefulness of new technology. Two of the authors recently published an analysis of the cost effectiveness of computer navigation and knee replacement surgery in the US [30] . They investigated the impact of patient volume on cost effectiveness. It was found that it would be more difficult to achieve cost effectiveness at low patient volumes than at high patient volumes. Norwegian circumstances are significantly different from American circumstances in a number of ways. Our costings are based on prices in the Norwegian market and to the Norwegian Health Service, which are different from those available in the USA. Also, the implant survival used in this analysis is based on figures obtained from the Norwegian Arthroplasty Register.
Strengths and weaknesses
An important strength of this analysis is the use of implant survival data from the Norwegian Arthroplasty Register, which includes prospective data about more than 26,000 total knee replacements [31] . This data strengthens the analysis in that it allows for the probability of revision to be specified year by year, based on results reported by a number of different surgeons at different hospitals in a single country. By combining this data with cost and mortality data from the same country, the analysis becomes relevant at number of levels within the Norwegian Health Service. However, the register holds data only for the last 11 years (at the time of analysis), which meant we had to estimate the implant survival rate for all earlier years.
The model does not take account of the cost of increased operation time. We know that the operation time for bicompartmental knee prostheses in Norway has fallen from an average of 109 minutes in 1994 to 96 minutes in 2008. When using computer navigation, the operation time rose in the period 2005-2008 to 107 minutes in 2008, probably due to a rise in the spread of such navigation equipment combined with limited experience of its use [32] . For beginners, the procedure will be time-consuming, but given experience and technology improvements the operation time is likely to be considerably reduced. Furthermore, the cost of longer operation times will depend on the organisation's ability to make alternative use of the time saved. The model may therefore over estimate or under estimate the real cost of the procedures.
Utility values are extrapolated in a number of different ways, which means there may be a number of different utility values for a given state [33] . We have looked at values within prosthesis surgery and compared two groups which at first appear identical. However, the values quoted in the literature differ considerably for the same states. There is a risk of over estimating or under estimating the values and this may impact on the result, but because we limit our analysis to arthroplasty and compare primary operations to revision operations, the consequence of any erroneous estimates will be kept to a minimum.
Another limitation of the analysis is the estimate of probability of changing health states. Data used to determine the yearly probability of revision include patients that had their prosthesis implanted many years ago, without allowing for later developments with respect to technique, material and design. The estimated probabilities may therefore differ from the real values for today's knee replacement patients in Norway, and also may differ between countries. The threshold to perform a revision may be affected by socio-economical state, patient comorbidities and surgeon's experience, which may differ between countries and regions Furthermore, the analysis does not take account of re-revisions. The probability of re-revisions for reasons of aseptic loosening or prosthesis infection may not be the same in both groups, and this may have impacted on the result of the analysis. The frequency of complications such as thromboembolism, infection and postoperative confusion, may also be different. Furthermore, earlier studies based on Norwegian register data have indicated an increased risk of aseptic loosening and infection with longer operation times [34] . If computer navigation leads to longer operation times, this may impact negatively on the outcomes for this procedure.
We found that high volume centres are more likely to achieve cost-effectiveness. On the other hand, small volume centres might imply that the knee surgeons have a low volume and thereby less experience. Thus, the need of a more precise technology might be greater in a small volume centre. This aspect must be evaluated when considering investments in this new technology.
Further studies, including register studies and randomised studies with long-term follow-ups, are necessary to prove any differences in outcomes between the two surgical techniques. In particular, any impact that computer navigation may have on implant survival will be crucial. It is of considerable concern that there may even be an increased risk of revision in the short term, when computer is being used [32] .
Conclusions
The healthcare sector's willingness to pay may be expected to cover the added cost of computer assisted knee replacement surgery provided the patient volume is large and there is positive impact on implant survival. The probability of getting below the financial threshold for added cost per quality-adjusted life year gained, is falling at rate with falling patient volumes and falling survival rates. The patients' age has little impact. The new technique should be carefully tested in a group of hospitals with different age groups and patient volume to evaluate the long term outcome. This model estimates required survival rates to achieve cost-effectiveness with CAS. Until such results are achieved and reported from clinical trials, we suggest deferral of extended investments in computer navigation technology.
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